Veterans, as a cultural group, present unique challenges to health care providers . Veteran culture includes health inequalities and health disparities related to posttraumatic stress disorder, depression, and substance abuse that must be understood in context to provide the best care possible to this population . Veterans are not, however, frequently viewed in terms of culturally competent nursing care . Changes in the approach to this population are necessary to provide effective, comprehensive, and compassionate care.
M ore than enough evidence, from veterans of every war, has established that combat is only the beginning of a journey. Soldiers come home, just days out of combat, and enter the purgatory that is being a veteran. No longer true civilians, ex-soldiers enter the culture of veterans. Millions of members strong, veterans have their own language, symbols, and gathering places where they talk about what veterans talk about. Civilians are welcome, but it becomes apparent that they do not fit-they ask the wrong questions and say things that veterans leave unsaid. That is the way of cultures and those who belong to them. T. S. Eliot (1948) described culture as a shared system of beliefs that "we cannot deliberately aim at" (p. 17) . This is a good place to start describing the culture of veterans.
This article concerns an overlooked cultural group whose cultural identity carries implications for health care . The article is informed by the author's personal experiences as a combat veteran, Veterans Admini stration (VA) beneficiary, and advanced practice psychiatric nurse as much as by the literature cited throughout. Just as discussions of health inequalities and disparities are often framed by ethnic origin, the same framing can
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Memorial Hospital, San Diego, CA. AUGUST 2008 , VOL. 56, NO.8 be done for transracial cultures like veterans through a much broader framework of culturally competent nursing care. Historically, a contentious relationship has existed between veterans and federal health care. Specifically, service inequalities and disparities in health care have occurred among veteran populations related to posttraumatic stress disorder (PTSD ). Understanding the influences of veteran culture on health care practices is essential to formulating effective response s to the group 's unique health care needs.
VETERAN CULTURE
The culture of combat veterans is informed by a shared experience, often traumatic and rooted in the work of soldiers. Lifton (1972) described the combat veteran, based on discussions with Vietnam returnees in rap groups, this way: "His overall psychological task is that of finding meaning and justification in having survived, and in having fought and killed. That is, as a survivor he must, consciously or unconsciously, give some form to the extreme experience of war, in order to find meaning in all else he does afterward in civilian life." According to the National Center for PTSD (2008) , an estimated 55% of American adults will have at least one traumatic experience in their lifetime (e.g., possibly witnessing a serious injury or death, surviving a life-threatening accident, or experiencing sexual or physical assault). Roughly 8% of these individuals will develop PTSD as a result (National Center for PTSD).
Thirty percent of those who survived combat in World War II, Korea, or Vietnam developed chronic PTSD, and more developed some PTSD symptoms (National Center for PTSD, 2008) . It is too early to tell how many Gulf War veterans will develop symptoms of PTSD in their lifetime, but estimates are already as high as 20% (National Center for PTSD). Early studies of Iraq and Afghanistan veterans indicate that 18% or more have already been diagnosed with the full disorder (Hoge, Auchterlonie, & Milliken, 2006) and that mental health symptoms are likely underreported on postdeployment health screenings due to stigma (President's Commission on Care for America's Returning Wounded Warriors, 2007) .
Combat is not the only source of traumatic experience during military service. As many as 25% of female veterans report having been sexually assaulted during military service. Assuming that PTSD rates among survivors of sexual assault in the general population can be generalized to female veterans, 30% or more of these women will develop PTSD as a result of the assault, a rate at least equal to that of male combat soldiers (National Center for PTSD, 2(08). Trauma is just part of what underlies the shared system of beliefs among those who have served in the military.
As in any cultural group, older generations of veterans inform those who follow. Kornkven, founder of the National Gulf War Resource Center, has stated, "There's no doubt, if it weren't for the Vietnam veterans we wouldn't be nearly as far as we are now [toward compensation for Gulf War veterans suffering unexplainable illness]" (Nicosia, 2001, p. 614 However, many differences also exist among generations of veterans. One difference is the way younger veterans interface with the health care system and providers based on their shared beliefs and the experiences of veterans before them.
VETERANS AND HEALTH CARE
The history of veterans and health care is a tumultuous one. The U.S. government has been consistently slow to acknowledge service-connected health problems of veterans other than those as obvious as missing limbs and broken bodies. PTSD was not recognized as a diagnosable disorder, and therefore compensable, by the VA and U.S. Department of Defense (DoD) until 1980 (Nicosia, 2(01) . Before 1980, it was called battle fatigue or simply weakness of character. Vet Centers, VA storefront PTSD counseling centers created in response to the mental health needs of Vietnam veterans, were not initially open 338 to veterans of any previous wars despite the presence of identical symptoms.
Not until 1991, almost 30 years after American soldiers were sent to Vietnam, did the VA acknowledge a causal link between five different cancers occurring in astonishing numbers of veterans and the defoliant dioxin ("Agent Orange") (Nicosia) . Even after announcing its contentious finding, Congress retreated to decide what degree of association between Agent Orange and cancer would warrant compensation to affected veterans and their families (Nicosia) .
Five years after the official end of the 1991 Gulf War, the Presidential Advisory Committee on Gulf War Veterans' Illnesses concluded that psychological stress was likely to be a major contributing factor to the broad range of illnesses among Gulf War veterans (Laslof, Knox, & Baldeschwieler, 1997) . In 1997, the DoD asked, "Should questions regarding mental health [of Gulf War veterans] be considered?" (Institute of Medicine, 1999, p. 5). Congress asked, "Why did it take so long for anyone in DoD or VA to recognize this problem [of unexplained illnesses among Gulf War veterans]?" (Institute of Medicine, p. 5). The VA health care system has been regarded as one that rewards illness rather than promotes recovery. Complacency among staff and the vulnerability of the VA'spatient population at one time combined to create a health care system so poor that nothing short of patient demonstrations and riots could create the attention needed to change it. However, it has changed in some important ways. Ashton et al. (2003) point out that in 1995, the VA health care system underwent an overhaul intended to reduce reliance on hospital services and increase primary care capabilities. After making hundreds of thousands of Gulf War veterans eligible for services who would have otherwise been ineligible, the VA made a seemingly sincere effort to become a place where veterans could receive appropriate care. The act of enrolling many Gulf War veterans was not selfless; one of the crises that the VA faced was the disinterest of younger veterans in accessing VA care. Although 93% of World War II veterans reported using VA health care (Shen, Hendricks, Zhang, & Kazis, 2(03) , the majority of these veterans were also using Medicare coverage to access private providers, and more than 30% of all veterans enrolled in VA health care did so secondary to their private insurance or to buy prescription medications. Only around 40% of enrolled veterans use VA health care as their sole source of care, and the majority of those veterans are the oldest of the veteran population (Shen et al.) . Of the more than 1,120,000 veterans deployed to the first Gulf War who are eligible for VA health care, only about 353,000 have actually enrolled for health care benefits with the Veterans Health Administration (Department of Veterans Affairs, 2(07). The reality of VA health care is that more than 55% of the U.S. veteran population served in the Vietnam era or later and these veterans are the least likely to use the VA (Veterans Administration, 2(02). Some veterans who most need health care are seeking it because studies have found that PTSD negatively affects physical health, leading to increased use of primary care services (Deykin et al., 2(01) . How-ever, as veterans achieve higher education and earn larger salaries, they become increasingly less likely to use VA providers for primary care (Shen et al.) . A more precise description of this trend begs exploration.
As The demographics of U.S. fighting forces have changed, and along with those changes the health care needs and habits of veterans have changed. Reservists are now the majority of deployed forces, individuals who leave civilian life and presumably civilian health care providers but go back to both after war. Women were 7% of soldiers deployed to the 1991 Gulf War (Veterans Administration, 2002), and are 1 in 7 soldiers in Iraq and Afghanistan today (Department of Defense, 2007) . The VA has developed a women's health program, but the women who need it most, those who have experienced "prominent military experiences" (war-zone service, combat, sexual assault, or other trauma), are the least likely of all female veterans to access VA health care (Ouimette, Wolf, Daley, & Gima, 2003) . This is especially troubling in light of studies finding that female veterans of the Gulf War have more symptoms for both PTSD and depression than men (Erikson, Wolfe, Fing, King, & Sharkansky, 2001) , and Vietnam War nurses had greater physiologic response to recalling traumatic events than their male counterparts (Carson et al., 2000) .
INEQUALITIES AND DISPARITIES
Something that is not changing among generations of veterans is the disproportionate prevalence of PTSD, depression, and substance abuse and the need for a broad view of the interrelationships among these illnesses to provide quality care. Bremner, Southwick, Darnell, and Charney (1996) found that not only do PTSD and substance abuse coexist, but patterns of alcohol and substance abuse can match the ebb and flow of PTSD symptom severity, and particular substances were used in response to specific symptoms (e.g., heroin was popular for hyperarousal and intrusive memories). When PTSD coex-AUGUST 2008, VOL. 56, NO.8 ists with substance abuse, veterans who received PTSD treatment along with substance use disorder (SUD) treatment were 4.5 times more likely to be drug-free 5 years later than those who received treatment for SUD alone (Ouimette, Moos, & Finney, 2003) . With such a strong connection between the two conditions, it is clear that screening for PTSD in veterans who are abusing alcohol or drugs, and treating both concurrently if needed, should be a fundamental practice.
The particular situation with PTSD and substance abuse is one of eroding personal resources. Benotsch et al. (2000) found in their study of Gulf War veterans that the natural course of PTSD involves erosion of positive coping skills, in tum aggravating PTSD symptoms. Environmental resources predicted PTSD severity, and PTSD severity predicted subsequent personal resources. Once PTSD disrupted social relationships for the veterans in the study, disruption greatly reduced their ability to cope with new stressors. When the emotional burden of those caring for veterans with PTSD was studied, a positive correlation was found between perceived burden and the severity of the veterans' disorder (Benotsch et al.) . Caregivers are prone to psychological stress, dysphoria, and anxiety, compromising their own resourcefulness. One of the greatest dangers of treating substance abuse without at least screening for PTSD in veterans is the chance that failure to abstain from substance use, highly likely given the above findings, will greatly accelerate the downward spiral of diminishing resources and loss of supportive relationships. The result is an overall worsening of veterans' mental and physical health and quality of life. The overarching implications of PTSD do not end there. In their study of the interrelation ofPTSD to common physical conditions in older patients, Schnurr, Spiro, and Paris (2000) found that PTSD symptoms were associated with increased onset of arterial, gastrointestinal, dermatologic, and musculoskeletal disorders.
Carter-Pokras and Baquet (2002) define a health inequality as "a condition of being unequal." The relative rates of PTSD and accompanying health-related complications among veterans fit that definition. Carter-Pokras and Baquet also state that the classification of a health inequality as a health disparity conjures a sense of injustice or preventability of the health inequality. Certainly, given the evidence and long-term lack of effective response by the VA and other individuals or agencies to reduce health inequalities among veterans, these inequalities are health disparities.
OUR OBLIGATIONS TO VETERANS
Veteran culture exists according to established definitions and the behavior of its members. It is, in fact, a culture of roughly 26 million individuals (Veterans Administration, 2002 ) that crosses ethnic and socioeconomic boundaries used to differentiate Americans from one another. A new generation of veterans is being created by the wars in Iraq and Afghanistan, and younger veterans, unlike older ones, are not using the VA health care resources to which they are entitled. Access to multiple health care systems has created a unique situation in
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It is accepted that culture affects the health habits and vulnerabilities of individuals. However, cultural competence in nursing care is often rooted in ethnicity.
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Military veterans' culture transcends ethnicity. The ir work as sold iers shapes their health practices and their susceptibility to particular mental and physical health risks.
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Practicing with an awareness of the health inequalities and disparities that exist for military veterans is vital to providing them the best possible nursing care across both federal and civilian care settings.
which veterans can, and do, seek care from providers who may not communicate to coordinate their care (Shen et aI., 2003) . It cannot be assumed that the VA can identify all veterans, where they live, and their mental and physical health status. Veterans are at much greater risk for certain health conditions, such as PTSD, than the general population due to the nature of their military work. The health conditions they present are unique challenges for health care providers who treat them. Providing the best care to veterans requires not only a comprehensi ve view of their health needs, but also a body of veteran-specific knowledge by which practitioners contextualize the data they collect about each individual veteran. This practice has the potential to maximize treatment efficacy, in part by reducing the chances that inappropriate treatment of one condition will exacerbate the other (e.g., PTSD and substance abuse). Some may say that it is unnecessary or too much to expect of health care practitioners that they study and know veterans as a cultural group at their intersection with health care. But, if nursing believes in its own call for culturally competent care, it must embrace this notion. Cultural competence in nursing supposes that nurses should enter client care situations with what Camphina-Bacote describes as "a complex combination of knowledge, attitudes, and skills" (p. I), to which Lipson, Dibble, and Minarik (1996) add culturally accurate assumptions about an individual' s cultural group and the willingness to ask questions to determine if the individual in front of them does, in fact, meet those assumptions. Cultural competence also supposes that no one (or their group) is left behind. If a cultural group includes 250,000,000 individuals or 250, care should be tailored to their cultural practices and beliefs.
It is certainly logical that culturally specific interventions and care plans are more likely to be successful and adhered to, thus improving client outcomes.
So where are the chapters on veterans in nursing's cultural competence books? Where are the PowerPoint graphs in classroom lectures about health disparities of veterans? Books that address cultural competency are more likely to include Samoan culture, roughly 58,000 representatives in the United States, than 25,000,000 veterans. Knowing how to meet the needs of veterans and how to help them heal both physically and mentally requires changes in nursing education and practice based on quality research studies.
Nurses bear the ethical obligation for directing their energies toward what is known or suspected based on sound reasoning and research to benefit workers. If cultural competence is the best context within which to place veterans' health issues so they can be better managed than currently, then nurses are ethically obligated to do so. If cultural competence, possibly for its overreliance on ethnicity, is not the best context, then nurses are obligated to find a new and better framework. Nurses must be ready to treat more and more veterans in the workplace and to ensure that the care given is the best possible according to what is known from existing research about veterans' health. Failure to anticipate how veterans can become healthier would be to repeat mistakes already occurring and is an ethical failure of the worst kind: a preventable one.
